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disorder (OCD) s not uncommeon, so the
needs to'be familiar with its

-
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2, Discurss the medication treatments

cunmenthy for chlldren with OCD.,

3. Review the curment poychotherapeutic treat-

adults with OCD), at least one-third to half had
ﬂtﬁ:ﬂlmundtﬂdmﬂlduhmﬁmmy
of factors have led to the underdiagnosis of the
and needing to hide their symptoms 6 the lack

distress or interfere with one’s kifie2 These obses-
slons are recurrent and ﬂwuﬁ
- Images, or fmpulses that are distressing
Intrusive. The compulsions are repetitive, pur-
posciul behaviors performed in response to an
uhmmmﬁgﬂmmuﬂmwpﬂ}t
The symptoms must be distressing, must be time
consuming (more than 1 hour per day), or must
slgnificantly Interfere with function to meet crite-
ria for the disorder? The ‘that the
individual must recognine his or her thoughts or

- aclions as excessive or unreasonable fs walved

the mﬂmmm able to explain
RS ey
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ORRENRINE-COMPOLSIVE DIROND

Interestingly, there 15 a finite list of obsessions common comorbid dingnoses.? Therg is a high
i comorbidity between OCD and tic disorderg 3

hypotheses about the ethologic explanations for  and a child who presents with ocD should be
ﬂﬂs.l.lnuqﬂﬁa:ihmlmbﬂ

the symptoms a4 Many of the obsessive fymp-  carefully assessed for
toms can be understood as EX0ESSiVE worries distinguished from a le, although on oceaslon the
about danger, feparation, and contamination, premonitory or sensory tic resembles a rifya] ¢
which result i rituals of com pulsive washing, ;
checking, a hoarding. These have parallel ETIOLOGY
“hardwired” behaviors in the animal world, sug- OCT is often cited as the classic neuropsychi-
‘festing a Ppossible origin for O, The most com-  atric disorder, with neurotransmitter dysregula-
i i tion, genetic vulnerabilities, and environmental
contamination (eg, dir, germs, or illness), harm moderators dearly implicated in its pathogenesis,
coming to self or others, dolng the right thing  Basal ganglia disarders With OCD symptomatol.

{W&meﬁmmﬁm@m ogy and brain i ging studies have led io
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;um I-:i::.NMI function in the basal ganglia
are penetically susceptible.® This
work led to the description of a distinct subgroup
of children with eardy-onset OCD or e disorders
believed to be precipitated by GABHS Infection.
This subgroup is described by the following
working criteria: (1) presence of OCD or a tic dis-
order; (2) onset of symptoms at puberty; (3)
episodic course of severity of symptoms; (4) asso-
clation with GABHS infection; and (5) association
with neurclogic abnormalities! The underlying
hypothesis is that autolmmunity mediates the
newropsychiatric symptoms. Hence, the Broup
has been called pediatric autolmmine NEUropsy -
hiatric disorders associated with streptococcal
hlﬁndinuh (PANDAS).2 -
! are geveral reports of “pre-
dipltated OCD or tic dhmmﬂuﬂw al.¥

EVALUATION AND

Obscssive Symptom
umwmmumm
specific symptoms. It fs relatively

casy to administer, and can also be used to mea-
sure the severity of symptoms and their change

* overtime, -

A child presenting with an acute onset or dra-
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matic, unexplained dinfcal exacerbaton of 00D
with or without tics, requires a ;
ment of recent medical ﬂhwm“lrWuﬂngm
ingly benign upper respiratory tract infee.
tions."“Y The pediatrician should ask |hﬂut-m},
bacterial . or viral illnesses in the past several
months, as well as whether there is a fa_nﬂll-r his-
tory of rheumatic fever or Sydenham's chorea. A
throat culture, high or rising antistreptolysin O,
antistreptococeal DMNasel titers, or all thpds may
aid in determining whether symploms were pre-
cpitated by GABHS infection,

THEATMENT
Ealection of Treatmeni(s) :
Phlwnghul.nﬂufqrdﬂbdrmmmmﬁ.
dmungmﬂmrwmﬂdmhﬁm
W disgnosis comorbidity .
chosoclal factors. The  Expert m
Guideline® and the AACAP Practice Para-
meters” note that only cognitive-befuviaral ther-

behavioral therapy as the Initial treatrnent for
younger children and for children and adoles-
cents with milder symploms without significant °
comorbidity. Cognitive-behavioral therapy has
the advantages of apparent durability and avoid-
ance of rsks assoclated with medication.
Sometimes, a serotonin reuptake inhibitor or a
selective serotonin reuptake Inhibitor (SSRI) may
be the initial treatment method due to wrgency,
expense, lack of tralned diniclans; Tnsuffident
cognitive ability to participate fn cognitive—
behavioral therapy, or lack of family support.

Cogaltve-Bebhaviom! Therapy
In general, cognitive-behavioral therapy fs the
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and adolescents, the tic studies
lag behind those done in adults 117
The specific ¢ of exposure with

Prevention, the patient
learns that the feared Consequences do not take
place and the resultant anxiety diminighes The

FroMATRIC AMMALS POINFMARCH Foo

years and oldepiin [ one study, despite
hnprpvmmu_h Symptoms, more than gy, of
participants continued 1o ment crileria for the
dindeal disgnosis of D at follow-yp, o
Clomipramine is Benerally well tolerated by
pediatric patients, Side are primarily goc.
ondary to fis ﬂnl:'-':lluf.lrrrrglr: and antihistamipe
activities and these are comparable to by mildee
than) those seen in adulps 15
for concems about tach
of the OTc interval should be obtained in ONgoing
clinical cane,2¢
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mal dose required to maintain symptom relief,
ﬂhﬁuﬂy.dwnmﬂuﬁmlsnmmmd abruptly

Comblned Treatmant

In dinleal practics, pharmacotherapy and cog-
nitive-behavioral therapy work well together.
Many belleve that children with OCD require, or
benefit more from, combined treatments,
Unfortunately, no large, controlled studies have
been published wmparing cognitive-behavioral
therapy, medication, or their combination in chil-
dren and adolescents, However, such investiga-

" cafe that dog

OCD symptoms in controlled trials, The deveal.
opment of the atypical dopamine antagonists {en
risperidone, which Is a 5-HT2A /D2 antagonist)
has made newer agents with less rigk for acute
and long-term sde effects avajl-
able. McDougle et al ™ reported that augmenita-
tion of a serotonin reuptake inhibjtar with risperi-
done was significantly Superior 1o placebo in
reducing the OCD symptoms of adulis with treat.
ment-relractory illness, -
However, imited data exist supporting mod-
ication augmentation for children and adoles-
cents who have symptoms that are refractory 15

ndu]tu.ﬁrmnueﬂflu.gmmmucnufnm&n
reuptake inhibitor with donazepam has been
dmd.,hmmmdidtﬂﬂﬂmhhum
and dependenos lmit its use.” Rare reports fndi-
hasbeen added toan SSRI
mmmummm
dw—dmgﬂ?mﬂﬁm (with some of the SSRI
inhibiting o mubdhmddmﬂpnmhg}

Ewﬁnmdﬂskﬂudmm%uﬁ
tonin syndrome, tachycardis, and cardiac Con-
duction deliye® Thug, a m of
mﬂmmwhmm
only the most severe cases and would require

maonltoring of electrocardiograms and blood Lev-
els.

As fn the adult Mterature, pediatric research
has focused on the dopamine antagonists, speci-
Ically risperidone. Fitzgerald et al® described a
serics of four pediatric patients whose conditions

Improved after risperidone was
umn&mmmmqﬂ-
Py: These children have continued taking this
combination. Two of the four patients adhleved
“near-total remiesion” with the addition of
rieperidone. The authors condude that augmen-

tation of serotonin reuptake tnhibitor dierapy

with dlsperidone improve the response of
pﬂmmﬂmwm
blind, placcbo-controlled studies of s combilna-
t{mmwhbﬁppdhm;mﬁﬂult
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include sedation, restlessness, increpsed appetite,
weight gain, and dry mouth 31 gy,
effects are rare, Although

kinesia i elgnificantly less for an
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